1. Introduction {#sec0005}
===============

Gastrointestinal Stromal Tumors (GISTs) are a rare slow growing malignancy, accounting for less than 1% of all gastrointestinal (GI) tract tumours \[[@bib0005]\]. However they are the most common tumor of mesenchymal origin in the GI tract \[[@bib0010]\]. GIST typically presents in patients in their sixties \[[@bib0015]\]. These tumors are usually discovered incidentally by endoscopy, surgery or radiology \[[@bib0020]\], but may on occasions be symptomatic. They are principally found in the stomach and small intestine. Very rarely they are found in extracolonic sites but they been reported in the mesentery and omentum. Tumor size dictates symptoms; with evidence suggesting the average size of tumor is 2.7 cm when asymptomatic and 8.1 cm when symptomatic \[[@bib0015]\]. Naturally larger lesions are more readily identified on radiological imaging. Symptoms tend to be non-specific but may include abdominal pain, intestinal obstruction, nausea, anorexia, weight loss and fever \[[@bib0025]\]. GIST may give rise to a chronic intraluminal GI bleed and thus the patient present with symptoms of malaise and anaemia. On rare occasions they may erode into the gastrointestinal tract or rupture cause catastrophic, life threatening intraperitoneal bleed \[[@bib0025]\].

Here we describe an unusual case of an extremely large GIST presenting with recurrent episodes of melena in a 57-year-old woman. This work has been reported in line with SCARE guidelines \[[@bib0030]\].

2. Case presentation {#sec0010}
====================

A 57-year-old woman self-presented to the emergency department with a significant gastrointestinal bleed. She had two similar admissions over the preceding ten years.

The patient described nausea, cramping and urgency, followed by the passage of a large volume of black tarry stool. There were no associated concerning symptoms in the months prior to current presentation. She denied abdominal pain, weight loss or change in bowel habit.

Of note, this patient had 2 previous admissions for melena in 2005 and 2011. Preceding upper endoscopies were normal with no pathology within stomach or duodenum to account for the melena. During her admission in 2005 she underwent a colonoscopy and polypectomy. On the same admission, an MRI small bowel follow through reported a 3 cm small bowel lesion ([Fig. 1](#fig0005){ref-type="fig"}) suggestive of a Meckel's diverticulum as a preceding isotope scan was positive for uptake in this region. She therefore underwent an appendectomy with excision of a Meckel's diverticulum, which was confirmed on histology. In 2011 she represented with similar symptoms. An oesophago-gastro-duodenoscopy (OGD) and colonoscopy at that time were normal. Her haemoglobin remained within the normal range, and she was discharged. No abdominal imaging was performed. The presumptive diagnosis at this time point was angiodysplasia. We discussed a referral to another institute for a capsule endoscopy if symptoms recurred.Fig. 1A coronal view of the patient's abdomen on MRI-small bowel followthrough, showing a 3 cm lesion in the left lower quadrant.Fig. 1

This patient's past medical history was significant for hypertension and hypothyroidism. Regular medications include telmisartan and levothyroxine. She had no known drug allergies. Her family history was significant for colorectal cancer; her brother was diagnosed aged 60 years old and her mother was diagnosed aged 82 years old. She was a non-smoker with an intake of 30 units of alcohol per week.

On initial presentation during this acute admission the patient was haemodynamically stable. Her abdomen was soft and non-tender. A stool sample was black in colour and was positive for occult blood. She was admitted for monitoring and investigation. Her haemoglobin on admission was 12 g/dl An emergency upper endoscopy showed no upper gastrointestinal pathology to account for the bleeding. Her condition subsequently deteriorated with development of hypovolemic shock, requiring blood transfusion. An urgent CT angiogram was requested to determine if identifiable source for bleeding. This showed a large mass in the distal bowel ([Fig. 2](#fig0010){ref-type="fig"}).Fig. 2An axial view of the patient's pelvis on CT scan, showing a large lesion centrally communicating with the bowel.Fig. 2

The patient was considered too unstable to proceed with a minimally invasive approach. She underwent an urgent laparotomy, where a large mass was discovered on the surface of the distal third of the small bowel. The tumour, adjacent ileum and its mesentery were resected and a side-to-side anastomosis hand sewn anastomosis was performed in two layers. The 9.1 cm mass ([Fig. 3](#fig0015){ref-type="fig"}) was sent to histopathology for diagnosis.Fig. 3Large mass (9.1 cm), located on the distal one-third of the ileum, was resected along with adjacent ileum and corresponding mesentery.Fig. 3

This patient was monitored post-operatively. She experienced 2 episodes of melena post-operatively, and required 2 further units of red cells and transexamic acid. The haematology team was therefore involved in post-operative care. She was investigated for Von Willebrand's Disease and the condition was ruled out. The post-operative melena was thought to be from residual blood sitting in the gastrointestinal tract. Over the following days everything stabilized, her hemoglobin remained stable and stool color returned to normal.

Histopathology confirmed the spindle cell nature of the resected lesion ([Fig. 4](#fig0020){ref-type="fig"}A) and, along with positive staining with cKIT ([Fig. 4](#fig0020){ref-type="fig"}B) and DOG1, confirmed this lesion was GIST in nature. Given the tumour size (9.1 cm), location (ileal) and mitotic count (\<5 per 50 high power fields), this GIST was categorized as moderate risk \[[@bib0035]\]. Additionally, at the enteric luminal surface of the lesion there was significant mucosal ulceration ([Fig. 4](#fig0020){ref-type="fig"}C) and deep to this the tumour was highly vascular ([Fig. 4](#fig0020){ref-type="fig"}D), which would have accounted for her presentation with a significant gastrointestinal bleed. It was also found to have a KIT exon 11 mutation. The patient was followed up by medical oncology. Given the size and moderate risk associated with the GIST she was commenced on Imatinib therapy by the oncology team.Fig. 4Histopathology results of the resected lesion. The tumour is confirmed GIST, given the spindle fibre arrangement of the lesion (A), and the fact that it is C-kit positive (B). Mucosal ulceration of the lesion (C) was also apparent, with a highly vascularised area deep to the mucosa (D);accounting for the intraluminal bleeding of this tumour.Fig. 4

In summary, this is a 57-year-old lady who presented to the emergency department with a significant gastrointestinal bleed. She presented with ongoing melena and haemodynamic changes necessitating transfusion. Following a normal OGD, a CT angiogram confirmed an intra-abdominal mass necessitating an emergency laparotomy. During this procedure, a large mass was visualized on the distal third of the ileum. This tumour was resected along with the adjacent ileum and mesentery. Histopathology confirmed the mass was GIST in origin and of moderate risk.

3. Discussion {#sec0015}
=============

We present the case of a 57-year-old woman who presented with a life threatening gastrointestinal bleed that was found to be secondary to a large 9.1 cm GIST found in the distal third of the ileum eroding onto the luminal surface. Notably, this lady presented with melena on two previous occasions over a ten-year period. GIST typically present with non-specific symptoms such as abdominal discomfort, anorexia, weight loss and fatigue \[[@bib0025]\]. In this case, the cause of melena was the large sized tumour resulting in pressure necrosis on the mucosa with subsequent ulceration and bleeding. This highlights a rare yet important cause of melena. Given the preceding Meckels diverticular resection the presumption on subsequent admissions was that her melena was secondary to angiodysplasia. However, in hindsight our impression is the lesion initially identified in 2005 on an MRI scan was incidental to the Meckels and represented a second pathology. Thus it was left in-situ at the initial surgery and not considered in the differential diagnosis subsequently. A capsule endoscopy if performed may potentially have identified the GIST at an early stage. Thus in patients who have obscure GIT bleeding in which endoscopy and colonoscopy have not identified a source capsule endoscopy should be considered.

A technical point in the above case is that following the small bowel resection we elected to perform the anastomosis using a hand-sewn technique as a stapled anastomosis is less haemostatic and there is the potential to bleed from a staple line. We wished to reduce this potential scenario in a patient who was unstable at the time of surgery, already had significant blood loss and potential for a coagulation disorder.

Another important point to note in this case report is that the source of bleeding was the distal ileum. Often when a patient presents with melena we associate this with pathology proximal to the ligament of Treitz; as defines an upper GI bleed. However, the above case highlights that it may also be secondary to distal small bowel pathology.

We conclude that GIST should be considered as a possible differential in rare cases of GI bleeding where more common causes have been ruled out. It also highlights the importance of considering differential diagnoses in patients who represent with ongoing symptoms despite a presumed preceding diagnosis.
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